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In the past two decades, deaths from non‐communicable diseases (NCDs) in low‐ and middle‐income countries (LMICs) have spiked, whereas the numbers in high‐income countries have stabilized.[^1^](#jch13874-bib-0001){ref-type="ref"} A large proportion of deaths from NCDs in LMICs occurs among people younger than 60 years. This finding has been attributed to poor access to effective and equitable health care services in most LMICs.[^2^](#jch13874-bib-0002){ref-type="ref"} In a cross‐sectional survey of the Prospective Urban Rural Epidemiology (PURE) study, the use of cardiovascular disease (CVD) medicines, ascertained by self‐report and verified by prescriptions or medical documents, was alarmingly low in many LMICs.[^3^](#jch13874-bib-0003){ref-type="ref"} Compared to other low‐ and middle‐income regions, sub‐Saharan Africa, in particular southern and western Africa, has seen the largest increase in hypertension and hypertension‐mediated complications.[^4^](#jch13874-bib-0004){ref-type="ref"} Sarfo and colleagues examined the association between individual, societal and health care system‐related factors and blood pressure (BP) control at five urban and rural sites in Ghana.[^5^](#jch13874-bib-0005){ref-type="ref"} They included almost 3000 hypertensive patients with or without diabetes who visited the clinics every two months over an 18‐month period. Meanwhile, a health system strengthening program, including patient education, implementation of hypertension treatment guidelines, and medication supply chain improvements, was put in place.[^6^](#jch13874-bib-0006){ref-type="ref"}

During the study, hypertension control rates increased from 46% to 60%. Eight factors were identified that were independently associated with BP control. Most have also been associated with suboptimal BP control in high‐income countries,[^7^](#jch13874-bib-0007){ref-type="ref"} including male sex, lower level of education, presence of type 2 diabetes, kidney dysfunction, prescribed number of antihypertensive drugs, non‐adherence to antihypertensive medications, and fruit intake. A few factors may be modifiable, such as non‐adherence to antihypertensive medications and fruit intake, although the latter can also be a proxy for better adherence to a healthy lifestyle.

What stands out most, however, is that the increase in BP control was only 14% and that 40% of hypertensive patients remained uncontrolled. A likely culprit is the extent to which antihypertensive medication was intensified by the treating physicians. The rate of clinical inertia---defined as a physician\'s decision not to alter antihypertensive medication when BP is ≥140/90 mm Hg[^8^](#jch13874-bib-0008){ref-type="ref"}---was high, ranging from 80% to 90% during the course of the study. This is an important and remarkable finding.

The study of Sarfo and colleagues adds to the small body of literature on prescription behavior in hypertension care in sub‐Saharan Africa. Studies have described patient‐ and health system‐related barriers for optimal BP control,[^9^](#jch13874-bib-0009){ref-type="ref"} but physician‐related barriers such as clinical inertia have not been widely quantified, despite the fact that it is one of the fundamental conditions to achieve BP control. Studies that do report on clinical inertia in Ghana, Nigeria, and South Africa report that no treatment modification is made in up to 90% of patients who are uncontrolled.[^10^](#jch13874-bib-0010){ref-type="ref"}, [^11^](#jch13874-bib-0011){ref-type="ref"}, [^12^](#jch13874-bib-0012){ref-type="ref"} Studies from high‐income countries in Europe and North‐America and LMIC outside sub‐Saharan Africa have reported similar rates of clinical inertia.[^13^](#jch13874-bib-0013){ref-type="ref"}, [^14^](#jch13874-bib-0014){ref-type="ref"}, [^15^](#jch13874-bib-0015){ref-type="ref"}, [^16^](#jch13874-bib-0016){ref-type="ref"} These figures illustrate the magnitude of the problem and emphasize the need for more data on clinical inertia in hypertension care in other sub‐Saharan African countries. Based on the study design and reported findings, it can be argued that many of the reasons underlying suboptimal BP control were properly dealt with in the study by Sarfo and colleagues. For instance, lack of clinical practice guidelines for the management of hypertension and insufficient training of health care professionals on the implementation of these guidelines, in addition to regular medication stockouts or medication not being covered by national health insurance program, have been noted as barriers for delivering optimal hypertension care in sub‐Saharan African settings [^17^](#jch13874-bib-0017){ref-type="ref"}, [^18^](#jch13874-bib-0018){ref-type="ref"} and are known to impact clinical inertia.[^13^](#jch13874-bib-0013){ref-type="ref"} However, Sarfo and colleagues accounted for these influences by the introduction of health system strengthening activities, and their findings clearly suggest the need to train physicians to tackle the problem of clinical inertia in hypertension care.

Despite the implementation of treatment guidelines, and unrestricted access to and reimbursement of antihypertensive medication,[^6^](#jch13874-bib-0006){ref-type="ref"} medication was not actively prescribed. Explanations for this inertia could be clinician\'s doubt on patient\'s medication adherence or patient\'s reluctance against intensifying treatment, which have been shown to contribute to the decision not to modify medication, even if there is a clinical indication to do so.[^19^](#jch13874-bib-0019){ref-type="ref"} Indeed, medication non‐adherence and a higher number of prescribed medication, which is known to affect adherence, were associated with uncontrolled hypertension, potentially supporting clinician\'s assumptions that intensifying treatment does not necessarily result in improved BP control. Patients lack of trust in the beneficial effects of BP‐lowering medication and fear of side effects have been reported among Ghanaians in rural Ghana and among Ghanaian migrants in Europe,[^20^](#jch13874-bib-0020){ref-type="ref"}, [^21^](#jch13874-bib-0021){ref-type="ref"} especially among men, and might have influenced physician\'s decision not to modify treatment. However, given the relatively high BP control rates at enrollment in the study, the high and improving (self‐reported) medication adherence scores, as well as the high percentage of participants attending (nearly) all follow‐up appointments, it seems probable that the patients included in this study were a selected population of highly motivated patients. It seems therefore that by reducing clinical inertia, hypertension control rates could have been further improved.

A distinction should be made between adequate inaction, for instance when a doctor is waiting for the results of a 24 hours ambulatory BP measurement, and "true" inertia.[^22^](#jch13874-bib-0022){ref-type="ref"} The fact remains, however, that the ultimate decision to treat or not to treat high BP lays in the hands of the physician, and that with inaction the risk of CVD remains. Treated but uncontrolled hypertensive patients are over two times more likely to die from CVD and three times more likely to die from stroke compared to normotensive controls,[^23^](#jch13874-bib-0023){ref-type="ref"} while up to half of the coronary heart disease events can be prevented if BP is optimally controlled.[^24^](#jch13874-bib-0024){ref-type="ref"} It has been estimated that reducing clinical inertia scores by 50% would result in a 20% absolute increase in BP control rates,[^15^](#jch13874-bib-0015){ref-type="ref"} which would significantly contribute to reduction of CVD burden. In addition, intervention studies aiming to reduce clinical inertia in hypertension care have shown to be effective in improving hypertension control rates in high‐income countries.[^25^](#jch13874-bib-0025){ref-type="ref"} More quantitative research including detailed indicators for clinical inertia and qualitative research on the contribution of patient, physician, and health system factors should shed light on the prevalence and determinants of clinical inertia, in order to develop context‐specific interventions to reduce clinical inertia and improve hypertension control rates in sub‐Saharan African settings.

Lowering BP will have a major impact on reducing overall NCD burden, especially in sub‐Saharan Africa.[^26^](#jch13874-bib-0026){ref-type="ref"} The World Health Organization (WHO) Global NCD Action Plan 2013‐2020 aims for a 25% reduction in NCD mortality by 2025, including a 25% reduction in the prevalence of hypertension compared to 2010.[^27^](#jch13874-bib-0027){ref-type="ref"} In its current pace, this target will not be met in sub‐Saharan Africa. Therefore, all possible efforts should be made targeting these modifiable risk factors.[^28^](#jch13874-bib-0028){ref-type="ref"} The findings of Sarfo and colleagues could be a starting point to further disentangle factors impacting hypertension control rates in sub‐Saharan Africa and to develop effective interventions to improve these rates. Furthermore, they show that next to improving access to medication, reimbursement of antihypertensive medication, and implementation of clinical guidelines, emphasis should be placed on actively initiating and intensifying BP‐lowering medication by physicians. This is highly relevant because failure to act appropriately on uncontrolled hypertension costs lives.
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